Chapter 3: Supporting and Serving Our Citizens

Building a system of supports, treatment and services for people with disabilities that makes it
possible for them to live meaningful and satisfying lives in communities of their choice is a gradual
process influenced by many considerations. Progress needs to occur on a number of fronts
simultaneously, such as building infrastructure, developing community capacity and acquiring skills
needed to apply best practice models that are shown to result in positive outcomes for people. The
changing system must also continue to provide needed services to people without interruption
during the change process and support them through the transition periods. The first step must be
to develop community capacity. In order to accomplish this, there must be a reduction in the
system reliance on institution/facility care. In addition, the philosophy of supporting and serving
people must move to a person-centered support and treatment approach and real life outcome
oriented system.

These steps will result in transitions from state-operated institutional services to community-based
supports and services. The Division will ensure that clients who transition to the community will
receive services that are equal to or better than those received in the institution. In addition, the
types of supports and services currently offered in the community will become state-of-the-art
practices that are ultimately supported through evidence-based and best practice models that are
proven to be the best methods of response for people identified in the target population as well as
referred through the uniform portal.

This chapter begins with a presentation of person-centered planning, as it applies to all
populations. The second major section is the description of case management. Particular models
of case management are included in the disability specific best practices. The final major sections
are presentations of best practice for each disability group. A resource listing for the best practice
areas for each of the four disability groups (adult mental health, child mental health, developmental
disabilities and substance abuse) are included as appendix A.

Person-Centered Planning

At the heart of the reform efforts is person-centered planning. Person-centered planning is the life
planning process that applies across all citizens who are supported and served. Person-centered
planning is not a program. Person-centered planning is a life planning method (process) of
determining ends (real life outcomes) for individuals and developing means to those ends
(strategies).

Process

There are four key models of practice that are recognized as legitimate, person-centered planning
methods: Essential Lifestyle Planning (ELP), McGill Action Planning System (MAPS), Personal
Futures Planning (Futures) and Planning for Alternative Tomorrows (PATH). Wraparound is also

State Plan 2003: Blueprint for Change -— July 1, 2003 46



recognized as a person-centered planning process for families and children. A particular method is
chosen based on an individual’s life circumstances, situation and condition.

All of these methods have key similarities. They all involve a process of negotiation. All of the
methods are dynamic; they occur on an "as needed" basis. Also, they all use a quality
improvement process that involves continuously monitoring progress and using the resulting
information and data to continuously improve the plan to assure the achievement of desired
outcomes. In addition, any legitimate person-centered planning process contains certain core
components. The person-centered planning process and person-centered plan must:

= Be driven and owned by the individual with the disability.

* |nvolve a sustained commitment to the life of the individual with the disability.
= Be strengths-based.

* Include both a proactive and reactive crisis contingency plans.

» Include reasonable assurances of health and safety.

= Contain strategies that reflect the most natural, durable and sustainable methods of
achieving the outcomes.

= Be "real life" outcome oriented.

Real life outcomes

Real life outcomes are defined as related to life domains and are intended to reflect the most
natural, durable and sustainable life of an individual — community inclusion. Examples include
housing, career and vocational, educational, health, clinical, social, intimate relationships,
friendships, spiritual, civic and economic dimensions. The number of life domains that need to be
addressed at any point in time may vary, but as many as possible should be examined. In addition,
strategies to address life domains should include consideration of how strategies can be integrated
around the individual as well as how individual outcomes may be integrated with other outcomes
(developing relationships and employment, as examples).

Strategies

Strategies are the methods that are intended to promote the achievement of the outcomes.
Strategies are to be considered in the following order:

= Personal resources: Resources can be strengths such as concrete things that we have the
ability and willingness to contribute or priceless attributes about ourselves or family that see
us through to happier times. Other personal resources include financial resources
possessed by the individual. This does not include driving people further into poverty.

= Natural supports: People most closely associated with the individual. This does not include
"dumping" on natural supports.

= Natural community resources: People, places, social institutions and systems available to
all people in the community. This does not include "dumping" on the community.
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» Specialty community resources: People, places, social institutions and systems that are
specifically intended and designed for accommodating and supporting people with
disabilities. This includes other entitlements, designated resources and other legally oriented
provisions (housing, school and vocational, as examples). This does not include
inappropriate "cost shifting" in any direction.

= Specialty supports and services: Publicly sponsored provisions of support, service and
treatment.

It is critical that the development of the person-centered plan does not become the outcome. The
person-centered plan is the map that guides the individual and his/her natural supports, personal
and community resources and publicly sponsored specialty supports, services and treatment to
move towards his/her real life outcomes.

Case Management

Case management models are central to serving people with the most severe forms of mental
illness, developmental disabilities and substance abuse and children with severe emotional
disturbance. Individuals with less severe forms of mental illness, developmental disabilities and
substance abuse and individuals actively recovering from mental illness and substance abuse
require much less case management. In fact, many individuals with mental illness and/or
substance abuse will require no case management at all. A hallmark of their recovery is that they
truly become their own life managers. Case management models (e.g. assertive community
treatment, intensive family intervention, community support program and varieties of wraparound )
are designed to respond to the needs of people who have not benefited from the traditional service
delivery system, i.e., categorical services. Categorical services are meant to respond to the needs
of a category of people, not an individual’s unique needs.

The case management function is key to the development and operation of participant-driven,
outcome oriented, cost-effective human services system. With a central adherence to an advocacy
perspective, case management is a service function delivered by providers that applies five
dynamic and interrelated processes of assessment, planning, linking, coordinating and monitoring.
These activities are all recipient specific and therefore require that the individual case manager
have an ongoing relationship with the individual customer. Carrying out these five processes
results in the preparation and implementation of a person-centered plan (PCP) through a person-
centered planning process. Ultimately, the case management function is to assure that a person-
centered planning process occurs for each customer and that the services/supports/treatments,
formal and informal, specialty and non-specialty, are delivered/acquired in accordance with the
plan.

There are several population-specific case management models of practice that are included within
the models of best practice included in this chapter. Each varies in the manner in which the five
processes are carried out and the corresponding skill set requirements. Variations in model
selection depends on the nature and type of disability (mental iliness, developmental disability,
severe emotional disturbance and substance abuse) individual life circumstances, situations and
conditions (life domain related) and individual history (past success with particular models).
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Examples in variations of individual models include support coordination, clinical case
management and intensive case management. These models include variations in types of
professionals (e.g. substance abuse specialist, social workers and nurses), caseload size (staff-to-
client ratios) and primary location of service (e.g. clinic or community). Examples in variations of
comprehensive case management models nationally include assertive community treatment,
intensive family intervention and community support program.

Case managers must have the skill sets necessary to respond to each individual's unique
strengths and needs. This is best achieved by the fundamental competencies in the following
categories.

Values related

Believes that people are in command of their life and have priorities that are just as
important as what professionals think.

Believes that consumers are full citizens and deserve to be supported in the least restrictive
environment.

Believes that all children have the right to grow up in a family and in the community. (Some
children may need brief out of home placements, but the case manager closely monitors the
care and works toward transition back to their community.)

Is culturally proficient and sensitive (i.e., speaks appropriate language and does not judge
family culture).

Adheres to the most efficient use of public resources.

Plan related

Learns from consumers who is important to them in their lives as well as those who should
be involved in the person-centered plan (e.g. significant others, family and caregivers
members, friends, employer, social services worker, schoolteacher, probation officer,
housing authority personnel, etc.).

Helps the consumer configure those important people so that planning can begin.

Using a person-centered planning process, develops a person-centered plan (PCP) with the
consumer/family that identifies real life outcomes and utilizes the consumer, family/friend
and community strengths as strategies.

Assists consumers/family with looking across life domains to establish priorities in planning.
Skilled at and takes responsibility for proactive and reactive crisis planning and safety
planning.

Knows the difference between needs and services.

Utilizes services as strategies after all other alternatives that are more durable have been
discussed. Doesn’t jump to services to meet every need. Instead, can develop durable
supports (e.g. a parent network that exchanges respite with one another or a social network
where self esteem is built naturally such as church choir, bowling leagues, sewing clubs,

community play houses, empowerment groups at the YMCA or YWCA, etc.), as opposed to
a therapeutic intervention by a professional.

Implements, coordinates and manages all aspects of the PCP.
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Specialty supports and services related

Requests for authorization and re-authorization by providers are coordinated with the case
manager before formal requests go to the LME. (This involves ongoing coordination of the
provider network at the micro level.)

With the consumer/family, makes connections with other service providers in the network to
be utilized as strategies to accomplish outcomes already identified in the PCP.

Monitors the services provided by the network in terms of performance and progress toward
outcomes identified in the PCP.

Advocates for consumers to receive quality services from the network.

Plans for, identifies and advocates for consumers to “step down” from more intensive formal
services when appropriate.

Advocacy and community related

Pursues the securing of all resource entitlements (e.g. Medicaid, food stamps) and other
public and community resources — formal and informal, paid and unpaid.

In addition to assisting non-Medicaid consumers in applying for Medicaid, helps each
consumer through all levels of appeal.

Has the skills to coordinate with physical health providers regarding medication, side effects,
etc., whether these providers are furnishing these services through an integrated model in
which the case manager participates, or is a member of the network furnishing these
services in combination with other discrete services, such as therapy.

Develops transition plans for changes in level of care.

Is available after hours for first response crisis management. (Case managers within a
network may establish an on-call system where they share crisis plans and rotate after
hours coverage.)

Adult Mental Health — Best Practice

This section is presented in two sequential components: the foundations for all practice and a
description of the best practice models. Best practice programs, services and supports are well
implemented, scientifically defensible, supported by formal evaluation and research, have
documented evidence of significant national consensus among experts in the field, and have
demonstrated effectiveness and positive outcomes for consumers and their families.

Foundation: Recovery Oriented Supports and Services
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The concept of “recovery” is the foundation of all system efforts and best practice models. The
concept of recovery has been traditionally associated with the alcohol and substance abuse
recovery movement emphasizing self-help, mutual support and fellowship. Over the past several
decades, recovery has emerged as a foundation on which best practice interventions for adults
with serious mental illness are designed. For mental illness, the recovery approach can be
compared somewhat to a person who undergoes a serious accident or illness and recovers from
the acute event but retains some lingering residual effects or functional problems. There are five
essential elements of recovery:

Instillation of hope, a positive sense of self and a positive outlook for the future.
= Focus on strengths.

=  Empowerment.
» Self-determination.

= Meaningful work and roles in life.

Recovery oriented supports and services facilitate a process whereby consumers define their
strengths and goals and create meaningful lives and roles beyond that of “psychiatric patient.”
Recovery oriented supports and services incorporate a tolerance for “set backs,” understand that
the recovery process is not simple or linear and are provided in a care environment that is flexible
enough to allow for the ups and downs of the illness. In a recovery framework, clinical decisions
are evidence based, but always in the context of partnership and person-centered planning, which
requires personal choice and a match of supports and services that respects individual needs and

goals. Research has demonstrated that this approach results in positive treatment outcomes and
high client satisfaction.

The illustration below shows the way in which the concept of recovery for adults with severe and

persistent mental iliness is essential to implementing reforms that are consistent with the State
Plan vision and principles.
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Best Practice Supports and Services

There is remarkable consensus around “best practice” supports and services for adults with severe
and persistent mental iliness. Those best practice services that have empirical evidence of efficacy
are considered to be evidence-based practice. A national project supported by the Robert Wood
Johnson Foundation has developed a series of evidence-based practice (EBP) tool kits. The EBP
tool kits include sections for administrators, practitioners, consumers and families. They include
training modules and they include evaluation instruments to assess fidelity to the model of practice.
It is the intent of the Division that the services identified through the EBP tool kits are a priority. As
soon as the tool kits are available to providers, the LMEs should utilize the tool kits in the
development of these services, provide training based on the tool kits and utilize the evaluation
tools through the LME’s quality improvement responsibility to ensure fidelity to the model of service
throughout the provider network.

Services for which EBP tool kits are available are:
= Medication management.
» |lliness self-management.
» Integrated dual disorder treatment.
= Supported employment.
= Family psycho-education.

= Assertive community treatment.

Additional information regarding these six evidence based practices is available at
http://mentalhealthpractices.org and other web sites listed in appendix A. While these evidence-
based practice services should be given priority, they do not constitute the full array of best
practice services. A list of best practice services by dimension is shown on the following pages.
Essential elements of a best practice service are listed as well as characteristics of individuals who
benefit most from this particular service. Services that have an EBP Tool Kit available are indicated
with ***,

DIMENSION: CASE MANAGEMENT/ACT

Intensive Case Management

= Essential Elements
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Consumers are linked with all services, benefits and entitlements for which they qualify and that they
choose to receive.

Case manager helps with application process and advocates for entitiements, if consumer
experiences a barrier to service or entittement access, and monitors ongoing connection between
consumer and entitlement/service.

Case manager also partners with consumer to help connect with natural community supports and
resources.

Case manager to consumer ratio is maintained at approximately 1:25-30.

Case management is provided within the context of a partnership relationship; the case manager
provides support and problem-solving assistance, as needed.

Case management occurs through community-based (rather than office based) contacts.

247 crisis response capacity for individuals being provided case management services.

= Who Benefits

Consumers with severe and persistent mental illness with multiple and/ or complex needs.

Assertive Community Treatment Teams***

= Essential Elements

Services provided by a team that is responsible for all client needs.

Team members share responsibility for all clients.

High team member to client ratio (roughly 8-10 clients per team member).
Services provided in clients’ natural setting.

24/7 coverage including as related to crisis response capacity for individuals being provided ACT
services.

Shared caseloads among team members.
Flexible direct services.

Broad team skills and training (team has a psychiatrist, vocational specialist, nurse, SA specialist,
etc.).

Client advisory mechanisms that provide oversight of the service.

=  Who Benefits

=  Clients with high utilization:

= Long periods in the hospital.

= Frequent hospitalizations.

= Repeated emergency room visits.
= Clients with severe impairment in psychosocial functioning.
= Homeless clients.

=  Criminal justice system.

DIMENSION: MENTAL HEALTH TREATMENT
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Medication Management***

= Essential Elements

Rational step-wise, evidence-based approaches to symptom management.

Algorithms to approach the severe mental disorders.

=  Who Benefits

Clients receive state-of-the-art medication management.

Clients are assured that treatment is based on a common knowledge base across the state.

Assessment

= Essential Elements

Telephone contact with clinician, and capacity for face-to-face 24/7, with contact for emergency care
within 1 hour; urgent care w/in 48 hrs. and routine care within 7 days.

Should be done by a qualified professional receiving regular supervision, cross-trained in adult MH
and SA across all age groups (i.e. young adult, adult, geriatric).

Must have access to psychiatrists, clinicians with expertise in MR/DD, and interpreters as needed,
with explicit criteria for when these professionals are consulted.

Screening results in triage for determination of 1) emergent, urgent, or routine care; 2) appropriate
and timely clinical referrals; 3) immediate medical evaluation; and 4) referral to social supports.
Assessment verifies these determinations.

Assessment results in a diagnosis, case formulation, and initial treatment plan.

Assessment includes all clinically relevant information from the following areas: 1) chief complaint/
reason for referral; 2) history of present iliness; 3) past MI/DD/SA history — with particular awareness
for potential multiple disorders such as MI/SA; 4) mental status exam; 5) medical history; 6)
substance abuse history; 7) family/marital/ relationship history; 8) psycho-social /developmental
history; 9) involvement with criminal justice system; 10) occupational history; 11) educational history;
12) functional assessment, including ability to complete activities of daily living; 13) potential barriers
to treatment; 14) strengths and resources; 15) socio-cultural diversity issues.

=  Who Benefits

All clients seeking mental health services.

All individual receiving mental health services.

lliness Self Management ***

= Essential Elements

Psycho-education about iliness including diagnosis and symptoms, effects of medication, stress-
vulnerability model, effects of alcohol and drugs.

Allows avoidance and minimization of relapses through recognition of early warning signs of relapse,
avoidance of alcohol and drugs, regular sleep and exercise.

Promotes interdependence between the individual and treatment and service providers.

=  Who Benefits

Likely all clients.

Clients at risk of symptom exacerbation, re-hospitalization and relapse have been shown particularly
to benefit.
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Integrated Dual Disorder Treatment***

= Essential Elements

Concurrent treatment of mental iliness and substance abuse by the same clinicians that assume
responsibility for treating both disorders.

Key features include assertive outreach, stage-wise treatment, harm-reduction approach,
counseling, motivational interventions and social support interventions.

Must be linked with comprehensive mental health services, culturally sensitive and focused on long-
term goals and recovery.

=  Who Benefits

Likely to benefit all individuals with co-occurring disorders.

Research and state reform efforts thus far have focused on individuals with serious mental iliness
and co-occurring substance use disorders.

About 50% of individuals with serious mental iliness have a co-occurring substance use disorder.
Dual disorder treatment is very important.

DIMENSION: CRISIS RESPONSE SYSTEM

Crisis Response System

= Essential Elements

May be provided by a mobile team that provides in-home or community-based crisis responses and
resolution services.

Staffed by multidisciplinary treatment team.

An alternative or complementary model utilizes community crisis centers staffed with multi-
disciplinary teams with observation or brief stay capability.

=  Who Benefits

Individuals who experience a mental health crisis.

DIMENSION: REHABILITATION SERVICES

Rehabilitation Skill Teaching

= Essential Elements

Establishing a partnership between service provider and consumer.
Helping the consumer choose a role and setting in which s/he would like to live, learn or work.
Identifying the skills and resources needed to be successful.

Helping the consumer learn the skills needed to reach goals & linking the person with the
support/resources needed for success.

Can be done individually or in groups.

Should occur over several months.
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=  Who Benefits

Individuals with severe and persistent mental illness with interest in employment, independent living
and/or education.

Social Skills Training

= Essential Elements

Modeling, role playing, positive and corrective feedback, homework use social learning principles to
teach social skills.

Multiple weekly sessions.
Individual and group formats.
Training lasts 3 months to over a year.

Training occurs in client’s natural setting.

=  Who Benefits

Individuals with schizophrenia who have poor social functioning.

DIMENSION: FAMILY AND COMMUNITY SUPPORT

Family Psycho-education ***

= Essential Elements

Multiple successful formats (single or multiple family sessions; locations include clinics, homes,
family practices & other community settings; techniques include didactic, cognitive-behavioral, and
systemic).

Longer, more thorough programs are more successful to a point.

Key element of psychoeducation is its focus: it must be on expectations and common goal setting,
social and clinical needs, education needs, communication needs, family strengths and weaknesses,
stress-reduction, problem-solving, coping, crisis plans, skills training and other support.

Oriented to future, not to past.

=  Who Benefits

Clients in regular contact with relatives more than 4 hours per week.

Clients with time and resource intensive needs: emotional support, case management, financial
assistance, advocacy, housing, etc.

Clients with little support outside of their family.

Benefits of family psychoeducation confirmed for a broad range of disorders, including
schizophrenia, schizoaffective disorder, bipolar disorder, major depression, obsessive-compulsive
disorder, anorexia nervosa and borderline personality disorder.

DIMENSION: PEER SUPPORT

Mutual Support Groups
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= Essential Elements
= Consumers share support, hope, skills and problem solving strategies with other consumers.
= Voluntary and consumer run, without mental health professional leadership.
=  Who Benefits
= People with severe and persistent mental illness wishing to connect with others around recovery.

= Research has shown that members of mutual support groups report increased hope and self-
understanding, longer community tenure and increased social integration.

Consumer Providers
= Essential Elements

= Consumers work in mental health settings (often as case managers), or have independent consumer
run programs such as drop-in centers, employment programs or residential programs.

= Consumer providers are paid employees, with more formalized infrastructure and interaction with
consumer clients than in mutual support groups.

= Who Benefits
= People with severe and persistent mental iliness receiving or desiring community based services.

= Consumers who wish to work as service providers.

DIMENSION: RESIDENTIAL STABILITY

Housing
= Essential Elements

= Independence: 1) People choose their housing, including location and model; 2) leases or
occupancy agreements clearly outline tenant rights and responsibilities; 3) the provision of services
is distinct from the housing.

= Affordability: Tenants should not have to pay more than 30% of income for housing costs.

= Accessibility: Must meet a range of accessibility needs including being physically accessible, being
accessible to needed services and close to public transportation.

= A range of housing options should be available including permanent and transitional housing,
building- specific and scattered-site housing and housing ranging from single occupancy to shared
living space.

= Who Benefits

= Allindividuals with severe and persistent mental illness who need safe and stable housing.

Jail Diversion
= Essential Elements
= Case management.
= Training to work with individuals with mental illness.

= Ongoing collaboration with local criminal justice for diversion as early as possible.
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Aggressive identification of appropriate cases within the first 24-48 hours of detention.

Data systems to track individuals through criminal justice and mental health systems.

=  Who Benefits

Individuals who have been diverted from incarceration.
Individuals whose incarceration has been shortened.

The community in general.

DIMENSION: VOCATIONAL

Supported Employment***

= Essential Elements

Focus on and commitment to competitive work.

Rapid job search and placement.

De-emphasis on pre-vocational training & assessment.

Attention to client preferences.

Places all that desire employment, regardless of disability or skills.
Follow-along supports provided indefinitely.

Integration with case management and clinical services.

=  Who Benefits

Supported employment is the most effective vocational rehabilitation approach for all persons with
mental illness, regardless of work experience or disability.

Employers who hire persons with disabilities.

Persons with disabilities who receive employment.

Other Critical Areas

The following areas should also be provided particular attention as part of the supports and
services for adults with severe and persistent mental illness:

Psychiatric inpatient: Best practice models include alternatives to episodes of inpatient
psychiatric care. Individuals may require periodic psychiatric hospitalizations. It is imperative
that the process of discharge planning initiate with the admission. This includes efforts
intended on maintaining resources in the community to prepare for the person’s discharge
(housing, as a key example). Furthermore, the discharge itself should be a planned effort
that ensures community supports and services are in place so the individual may connect
with needed services immediately upon discharge. The person-centered plan crisis
contingency component should address episodes of inpatient psychiatric care from
admission to discharge.
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= Clubhouse models: Clubhouse models such as psychosocial rehabilitation (PSR) and
Fountain House provide an effective structure through which a number of best practices can
be offered and integrated. For example, clubhouse models offer a structure for rehabilitation
services and peer support. In planning the integrated system, the development of
clubhouses as a structure to deliver best practice integrated services is strongly
encouraged.

» Integrated systems: There are structures through which a number of the best practices can
be offered and integrated. For example, as stated in the prior section, the clubhouse models
(PSR and Fountain House models) offer a structure for rehabilitation services and peer
support. Another example used in a number of states is the Community Support Program
service definition that includes a number of these components in a single blended, active
service performed by provider organizations. Planning the integrated system includes
closely examining the various best practice models and applying said models into
corresponding structures for delivery. This further advances the notion of integration
between provider organizations as well as within particular support and service structures.

Child Mental Health — Best Practice

This section is presented in two sequential components: the foundations for all practice and a
description of the best practice models. Best practice programs, services and supports are well
implemented, scientifically defensible, supported by formal evaluation and research, have
documented evidence of significant consensus among experts in the field, and have demonstrated
effectiveness and positive outcomes for consumers and their families.

Foundation: Systems of Care

The State Plan requires that services to target populations reflect best practice. Accordingly,
services for children and their families should be defined by outcomes that demonstrate (Surgeon
General Report, 1999, President’s New Freedom Commission, 2002) “achievement of expected
developmental cognitive, social, and emotional milestones and by secure attachments, satisfying
social relationships, and effective coping skills. Mentally healthy children and adolescents enjoy a
positive quality of life; meet developmental milestones, function well at home, in school, and in their
communities; and are free of disabling symptoms of psychopathology (Hoagwood et al., 1996)".
Further, because children are not little adults, their services must be planned and delivered in the
context of their social environments of family, peer group and schools/work and their larger
physical and cultural surroundings. This is particularly true for children with moderate and severe
emotional disturbances - diagnosed mental health problems that substantially disrupt a child’s
ability to function socially, academically, and emotionally.

The State Plan requires that services be provided and developed within a family-centered and
strengths-based orientation, promoting community-based comprehensive responses for children
with complex and significant functional impairment due to mental, emotional and behavioral
problems, and their families. The concept of family-centered and comprehensive care is the
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foundation of all system efforts and best practice models for children and their families (President’s
New Freedom Commission, 2002).

This approach serves the whole family, not just the child with an emotional disturbance. It is based
on flexibility, recognizing that parents and families have strengths for meeting their needs, know
their needs best and should not be restricted to a pre-selected list of services. It emphasizes
respect for and partnership with families and children in the planning, delivery and evaluation of
services and stresses collaboration among the various agencies that serve children with the goal of
enabling children to live with their families, achieve success in home, schools and community.
(President’'s New Freedom Commission, 2002) This description of child mental health best practice
is to provide clarification on these issues as they relate to children with moderate and severe
emotional disturbances, and their families. Specifically, it will address:

= Elements of a comprehensive, family-centered orientation as it relates to support and
service provision.

= Integration of effective mental health services for children with other agencies that serve
them supported and held accountable within a system of best practice.

= Person-centered planning within a wraparound approach that addresses the ecological and
developmental context of children’s lives.

= Best practice services, interventions and supports that result in meaningful outcomes for
children and their families.

Best Practices in Comprehensive Community-Based Support and Services

Achieving meaningful outcomes for children with mental health problems requires that services be
delivered within a family-centered and comprehensive care framework. Services must be:

= Family-centered: A family-centered approach is embraced across disciplines and settings,
recognizing the centrality of the family in the lives of their children. Family-centered services
are guided by fully informed choices made by the family and focus on strengths and
capabilities of these families. Family-centered care providers acknowledge that each family
member influences the family as a whole. Family-centered service providers try to address
all challenges that may influence children who need care, meaning that they work with other
agencies to provide wrap-around care. Family-centered professionals look for the strengths
of each family member and value parental knowledge and experience. (Beach Center on
Disability, University of Kansas)
http://www.beachcenter.org/frames.php3?id=55&category=Research

»  Wraparound: Services and supports are planned and delivered in the context of full
partnership with the family through wraparound approaches in child and family teams.
Community agencies, private providers, family members and advocates then work together
to support child and family teams and hold each other accountable for outcomes through
local community collaboratives (Burchard, J.D., Bruns, E.J., & Burchard, S.N. (2002) “The
Wraparound Approach,” in B. Burns & K. Hoagwood (Eds.) Community-Based Interventions
for Children and Families. Oxford: Oxford University Press).
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* Provided across agencies: Children needing mental health services may be identified
directly by their families; however, they are often identified through one of five distinct types
of service sectors: schools, juvenile justice, child welfare, general health and mental health
agencies. These agencies have different mandates to serve various groups and to provide
somewhat varied levels of services. Many of these agencies arose historically for another
purpose, only to recognize later that mental health problems cause, contribute to or are
effects of the trouble being addressed (President’'s New Freedom Commission, 2002
Surgeon General's Report). A comprehensive community-based mental health service
system must tackle the problem of service fragmentation. Fragmentation leads to and
overuse of costly and largely ineffective out of home placements. Fragmentation must be
replaced by creating a coordinated network of services and supports for these children and
their families (President’s New Freedom Commission, 2002).

= Culturally responsive and community connected: A key to the success of mental health
programs is how well they use and are connected with established, accepted, credible
community supports. The more this is the case, the less likely families view such help as
threatening and as carrying stigma; this is particularly true for families who are members of
racial and ethnic minority groups (Bentelspacher et al., 1994). Mental health programs
attempting to serve diverse populations must incorporate an understanding of culture,
traditions, beliefs, and culture-specific family interactions into their design (Dasen et al.,
1988) and form working partnerships with communities in order to become successful
(Kretzman & McKnight, 1993). Ultimately, the solution offered by professionals and the
process of problem resolution or treatment should be consistent with, or at least tolerable to,
the natural supportive environments that reflect clients’ values and help-seeking behaviors
(Lee, 1996).

= Be outcomes accountable: Evidence-based clinical interventions are integrated with family
supports into a comprehensive plan of care that is individualized for each child and family
and that change over time to ensure a goodness of fit. Clinical interventions must be held
accountable by functional outcomes that measure a child’s success for the child and family
at home and school/work and in the community.

Family-Centered Wraparound Approaches as a Unifying Model

The Division requires a family approach to support children and their families. This approach
recognizes the importance of the family system and the fact that the services and supports will
have an impact on the entire family system. Therefore, the focus of the person-centered planning
process is the child/family and recognizes that family members are integral to the development and
implementation of the plan. The literature indicates wraparound as best practice for children with
serious emotional disturbance and/or substance abuse and their families.

Wraparound is a team approach to children’s mental health services that has evolved over the past
15 years through efforts to help families with the most challenging children function more
effectively in the community. It was conceived as and is intended to be an alternative to
institutionalization and as a response to growing concerns about the ineffectiveness of overly
restrictive, categorical mental health and special education services for children with emotional and
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behavioral disabilities. More specifically, it is a definable family-centered planning process that
results in a unique set of community services and natural supports that are individualized for a
child and family in the home, school and community environments to achieve a positive set of
outcomes. Rather than being limited by the traditional placements usually offered (i.e., residential,
special school, self-contained classroom), the wraparound approach allows providers and families
to create individualized plans drawing from people and resources built across the various
segments of systems. Supports are built into natural environments — nontraditional providers such
as parent partners, student buddies, neighbors, faith-based organizations and volunteers are often
part of a wraparound plan for a child and family. Wraparound approaches are universally
recognized as identified as best practice in children’s mental health (President's New Freedom
Commission, 2002, Surgeon General’'s Report, 1999).

The service structures and practice principles listed below provide the framework necessary for
implementation of wraparound — standards of care in services and supports that will help meet the
family's needs and the structures within which services and supports are implemented. Operating
simultaneously, they provide the primary active ingredients for outcomes-accountable,
comprehensive care and treatment:

= Each child and family presents a unique combination of strengths and needs.

» Effective programs build on those strengths as they provide assistance to children and
families, respecting culture and family preferences.

= Under wraparound every response will be different, because every child and family is
different.

= Each plan of care should reflect and support those differences.

» Providers must be able to identify the functional strengths presented by children and families
even when those children and families are experiencing serious problems in their lives. In
addition, providers must be able to modify their service options in order to respond quickly
and appropriately to the changing needs of each child and family. Furthermore, when
children and families have complex needs and are open to several human service systems
at the same time, providers must be able to work collaboratively with other individuals and
agencies.

» Children and families should have one plan and one team, regardless of the complexity of
their needs.

Service and Support Structures

Children with mental health needs and their families need flexible, community-based services that
are managed and coordinated as an organized and collaborative service system:

= Comprehensive plans of care through child and family teams: Children and their
families receive mental health services and supports through child and family teams (one
family/one team/one plan), using person-centered and wraparound approaches.
Comprehensive plans of care are authorized through the family’s child and family team,
regardless of where the child is residing.
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» Local decision-making and shared accountability: Community collaboratives with broad
representation across agencies/providers, families and community manage the overall
wraparound process and establish the local vision and mission. Collaboratives provide
shared leadership, support, responsibility and accountability for implementation of their
community’s service system. Participants are intricately involved in the development and
implementation of their child and family teams and provider network and help ensure quality
standards for care and outcomes.

= Service array and access: Children and their families have access to an accessible and
comprehensive array of mental health/behavioral services, sufficient to ensure that they
receive the treatment they need. A lead organization or a network of organizations delivering
services is accountable to the community collaborative structure, which manages the
implementation of the wraparound process. The array of services includes those provided in
family’s homes, in their children’s schools and in other community locations as needed by
the family. Treatment or resource coordinators assist the family, through their child and
family team to access services and supports. Mental health services are adapted or created
when they are needed but not available. The community collaborative structure reviews the
plans.

= Connection to natural/social supports: The child and family team with assistance from
the community collaborative identifies, promotes and appropriately utilizes natural supports
available from the child and parents' own network of associates including friends and
neighbors and from community organizations such as service and religious organizations.

= Assessment: Evidence based intervention begins with timely and accurate assessment of
mental health needs using psychometrically valid and culturally instruments. Assessment
instruments paint a picture of a child and family at a given moment in time. Whenever
possible agencies doing assessment should try to get information from earlier assessments
done by other agencies in order to get an accurate picture of the child.

Standards of Care

= Collaboration with the child and family: Respect for and active collaboration with the child
and parents is the cornerstone to achieving meaningful outcomes. Families must be full and
active partners in every level of the wraparound process. Parents and children are treated
as partners in the assessment process, and the planning, delivery and evaluation of
services and their preferences are taken seriously. Services include support and training for
parents in meeting their child's mental health needs and support and training for children in
self-management. Comprehensive plans of care identify parents' and children's need for
training and support to participate as partners in the assessment process and in the
planning, delivery and evaluation of services and provide that such training and support,
including advance discussions and help with understanding written materials.

* Functional outcomes: Outcomes must be determined and measured for the system, for the
program and for the individual child and family. Services and supports must be
individualized, built on strengths and meet the needs of children and families across life
domains to promote success, safety and permanence in home, school and community.
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Services are designed and implemented to aid children to live with their families or in the
most family-like setting, achieve success in school, avoid delinquency and become stable
and productive adults. Implementation of a comprehensive plan of care stabilizes the child's
condition and addresses any safety risks. Psychometrically valid and culturally sensitive
assessment instruments should measure outcomes.

= Collaboration with others: The wraparound approach must be a team-driven process
involving the family, child, natural supports, agencies, and community services working
together to develop, implement, and evaluate the individualized plan. When children have
multi-agency, multi-system involvement, a joint assessment is developed and a jointly
established plan of care is collaboratively implemented. Family-centered child and family
teams plan and deliver services. Each child and family team includes the child and parents
or caretaker, and any individual important in the child's life that is invited to participate by the
child or parents. The team is lead by the parent/caretaker and a treatment/resource
coordinator who is responsible to the team for planning, implementation and monitoring.
The team includes any other persons needed to develop an effective plan, including, as
appropriate, representatives from government agencies and the schools. The team (a)
develops a common assessment of the child and family's strengths and needs, (b) develops
a comprehensive plan of care, (¢) monitors implementation of the plan and (d) makes
adjustments in the plan if it is not succeeding.

= Best practices: Mental health services must be provided by competent individuals who are
adequately trained and supervised, incorporate evidence-based interventions and are held
accountable to provide services within best practices. There must be an unconditional
commitment to serve children and their families. Comprehensive plans of care are
continuously evaluated and modified to achieving outcomes, rather than ejecting the child or
family from care or moving the child to multiple out of home placements.

= Services tailored to the child and family: Child and family teams must have flexible
approaches and adequate and flexible funding to ensure that the unique strengths and
needs of children and their families dictate the type, mix and intensity of services provided.
Comprehensive plans of care reflect a balance of formal services and informal community
and family supports. Services and supports must be individualized, built on strengths and
meet the needs of children and families across life domains to promote success, safety, and
permanence in home, school and community. Parents and children are encouraged and
assisted to articulate their own strengths and needs, the goals they are seeking and what
services they think are required to meet these goals.

= Stability: Child and family teams strive to keep the child with his/her family, in his/her school
and community. If a child is at risk of placement out of home, comprehensive plans of care
identify steps to be taken to minimize or eliminate the risk. Child and family teams anticipate
safety concerns or crises that might develop and include specific strategies and services
that will be employed to address them. In responding to safety concerns or crises, all
appropriate services will be used to help the child remain at home, minimize placement
disruptions (if the child is already placed out of the home) and avoid the inappropriate use of
law enforcement or the criminal justice system. Out of home placements for children with
mental health needs are a last resort, used only for safety and treatment purposes that
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relate directly to measurable outcomes, with concrete plans to bring them back to a
stable/permanent home, their schools and community.

» Transitions: Comprehensive plans of care anticipate and appropriately plan for transitions
in children's and their family’s lives, including transitions out of wraparound services as well
as transitions to new schools and transitions to adult services.

= Respect for the child and family's unique cultural heritage: The process must be
culturally competent, building on the unique values, preferences and strengths of children
and families and their communities. Mental health services are provided in a manner that
respects the cultural tradition and heritage of the child and family. Services are provided in
Spanish to children and parents whose primary language is Spanish.

The illustration below shows the way in which the concept of wraparound for children with mental
health/behavioral needs and their families is essential to implementing reforms that are consistent
with the State Plan vision and principles.
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There is remarkable consensus around best practice supports and services for children with mental
health and behavioral problems and their families. Those best practice services that have empirical
evidence of efficacy are considered to be evidence-based practice. A recent publication by Barbara
Burns and Kimberly Hoagwood, Community Treatment for Youth: Evidence-Based Interventions for

Severe Emotional and Behavioral Disorders, provides an overview and details. The Center for
Mental Health Services, through annual reports on the National Evaluation to Congress and
through their Promising Practices for Systems of Care monograph series, describes current and
emerging research supporting best practices for children and their families. Additional best
practice information is provided in the Surgeon General’s Call to Action report on Child Mental
Health and through reports of the President’'s New Freedom Commission. There is consensus
across these publications that is reflected in this document.

It is the intent of the Division that the services identified through these documents are a priority.
LMEs should utilize these materials for training and in the development of services, supports and
integrated systems and utilize associated evaluation tools through the LMEs quality improvement
responsibility to ensure fidelity to the model of service throughout the provider network.

The following breaks out the type of service and support array that should be available to children
in an integrated service delivery system. The array is divided into three categories based on the
role that the LME/mental health providers/Division of MH/DD/SAS has in this integrated system.

Things Mental Health
Manages/Does

Things Mental Health Does in
Collaboration with Others

Things Mental Health Promotes,
Connects to and or Supports

Case management

School-based mental health
services

Education, including early
childhood

Intensive home-based family
interventions

Integrated crisis response

Legal services

Community psychiatry

Positive behavioral intervention
and supports (and school based
wrap-around)

Protection and advocacy

Socia